Introduction
Professor Kathleen Jones has recently published two major social policy statements (Jones 1979a, b) , in which she criticizes the current delivery of psychiatric services in the UK and boldly advocates the adoption of the American community mental health centre (CMHC) model. Although I find myself in agreement with Professor Jones' basic intentions, I believe her arguments for an English CMHC programme will receive little national support. Professor Jones may be unaware that she is advocating many programmes that are believed (whether rightly or wrongly) by many policy makers in the United States to be actively contributing to the general demise of the CMHC movement. This paper will, therefore, address the basic assumptions underlying Professor Jones' desire for a CMHC system, as well as present contrasting data on the achievements in the CMHC movement as a service delivery system (see Note 1). Finally, the actual developments within the American CMHC system will be related to the need for mental health care in the UK.
Basic assumptions Professor Jones is interested in a highly specialized, yet highly integrated psychiatric system that is not limited to improving the psychiatric care of the chronic patient. She has advocated a policy that is based upon the principle that all patients in the UK have a 'right' to psychiatric care regardless of the severity of their illness. In her discussion of 'de-institutionalization' she argues against those critics who claim that these programmes have been most beneficial to patients with comparatively mild or short-term conditions. 'The argument is currently being advanced that this is a wrong use of resources, that the seriously and chronically mentally ill have suffered neglect in the remaining institutions, while the best services and the most up-todate treatment have been available for those whose need is less. This is a persuasive argument but probably a false one' (Jones 1979b, p 562) . Professor Jones is not interested in defending the treatment of one group of patients against another. The reason she doesn't like the argument that 'chronic patients ought to come first' is that in fact they won't. She contends that this position is usually advanced by people whose main interest is in cutting all services except those of private patients.
Kathleen Jones states that those who argue against a more comprehensive psychiatric system are, indeed, using their arguments to obscure the degree of need that actually exists untreated within the community; 'There is a concealed argument that people who receive care in the community are not really mentally ill at all, and could perfectly well look after themselves.' Her next statement succinctly elucidates her primary position: 'There is no reason why the argument should be presented in terms of a binary choice -we care either for the chronically mental ill or for recent and milder cases. What we need is a policy that takes adequate care of both.' Professor Jones is advocating greater freedom of access to mental health care that is not necessarily initiated through the medical channel (see Note 2). Paradoxically, in spite of the commitment in the UK to equity in the delivery of medical services, she contends that the National Health Service actively prevents patients from gaining easy access to psychiatric care: 'In Britain, there is a sort of latent community panic, a feeling that if we took too much notice of the mentally ill they might overwhelm us. So we restrict access to the psychiatric services: patients must come through a general practitioner, have a recognized diagnosis, go through proper channels, lest there be too many of "them" and too few of "us" to stem the tide of unreason' (Jones 1979a, p 646) .
In summary, Professor Jones is interested in expanding the scope of psychiatric care in the UK by guaranteeing all patients in 'need' easy access to psychiatric services. Quite naturally, she has looked across the Atlantic to America for a model. Over the past twenty years American psychiatry has been preoccupied with achieving similar goals. Yet it is crucial to realize that the professed solutions of Kathleen Jones, which were at various times the stated policies of the CMHC movement, have come under serious criticism by the American psychiatric establishment. These solutions have included: the community integration of psychiatric services; community leadership and planning; the utilization of preventive health measures; the development of innovating programmes such as 'outreach' (see Note 3); the creation of specialized, multidisciplinary teams.
Ideology versus reality
A number of authors (Musto 1975 , Rose 1979 have elucidated the many sociopolitical factors that created the CMHC movement. Ideologically, CMHCs were committed to achieving equity in the delivery of psychiatric services. Most broadly stated, US national aim was directed (National Institute of Mental Health 1971) at assuring all patients the services they required, regardless of age, race, sex, creed, colour, national origin, diagnostic category, voluntary or involuntary status, or ability to pay. Initially, CMHCs were charged with the task of eliminating the abysmal public hospital system (i.e. State hospitals) (Becker & Schulberg 1976 ). Prior to 1960 and the beginning of the CMHC movement, these state-run facilities dominated American psychiatry (both public and private) and were the only source of public psychiatric treatment. In their initial legislation CMHCs were therefore assigned the task of providing five essential services: inpatient, outpatient, partial hospital,. emergency services, consultation and education. These original services were designed for the outpatient maintenance of the chronic patients who were to be discharged from the State hospitals, for providing public outpatient treatment to lower-class patients, and for establishing preventive mental health programmes. Currently, over 640 CMHCs exist throughout the United States. Although the Federal Government (President's Commission on Mental Health 1978) continues to be fully committed to the maintenance of these facilities, growing criticism has surfaced to challenge the success of CMHC programmes. In the discussion that follows, the CMHC's ideological goals will be contrasted with the actual 'trends' that have developed within the CMHC system in the following areas: utilization; patients; staff; treatment.
Utilization
It was expected that CMHCs would be able to provide previously nonexistent public outpatient services to lower-class and chronic patients. All research evidence indicates that these centres have increased the utilization of psychiatric services by all lower-class patient groups except the elderly (Tischler et al. 1972a , b, 1975 , Babigian 1977 , Stern 1977 . Figure 1 demonstrates the service delivery pattern for one geographical region in the United States. This region was the laboratory for the 'Trends in Mental Health' project. Prior to 1950, the State hospital dominated all psychiatric treatment. In 1950, this facility accounted for 66.7% of all patient care episodes and was essentially the only source of psychiatric care for the lower-class patient (Hollingshead & Redlich 1958) . In 1975, different patterns of care existed. The State hospital had diminished its resident population by over 60% and accounted for only 23% of all patient care episodes. In contrast, public outpatient care (primarily provided by the regional CMHC) had expanded from 8.0% of all patient care episodes in 1950 
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100% cl J % ' " -patten 'oemty 0% STA' ::cTE::-":7.HO:' :"S' :":PIT' :": National data revealed similar findings (Kramer 1975 , Ozarin & Taube 1974 , Redick 1973 . Between 1955 and 1975, total psychiatric care episodes in the United States (both public and private) expanded from 1.7 million episodes to 5.2 million episodes. The greatest area of expansion was in the outpatient sector. In particular, within this time period CMHCs expanded from zero to 23 0 0 of all patient care episodes. National statistics also revealed that State hospitals had declined from 49.so0 to 12% of all patient care episodes.
It would be inappropriate, however, to make a causal relationship between the growth of the CMHC system and the overall decline of the State hospital system (Bassuk & Gerson 1978) . Although the resident populations of the State hospitals have declined nationally by 60 0 0 (from 500000 residents in 1950 to 215000 residents in 1973), admission rates to these facilities have more than doubled (from 152000 in 1950 to 374000.in 1975) . In our study region, admission rates to the State hospital quadrupled. In fact, the CMHC might playa key role in maintaining the so-called 'revolving door syndrome'.
In addition, as treatment emphasis at the State hospital shifted from long-term custodial care to active treatment on a short-term basis, patients regarded as institutionally dependent and/or untreatable were discharged to non-psychiatric nursing-home facilities. In our study region, these discharges accounted for 79% of all chronic patient discharges in '1971 and 40% of all chronic patient discharges in 1975. National figures indicate that this 'deinstitutionalization' process accounted for the largest single category of expenditure (29%) for the direct care of the mentally ill (including all sources) (Levine & Willner 1974) .
Finally, our regional study revealed the continued overall importance of the State hospital as a primary source of inpatient care. In 1975, this facility accounted for 80% of all inpatients in treatment and was essentially the only source of inpatient care for the lower-class patient. Unequivocally, the CMHC movement has not accomplished one of its original goals. The State hospital, although greatly diminished in resident population, still remains a major institution in the life of the lower-class and chronic patient (Greenblatt & Glazier 1975) . Fortunately, the entire 'de-institutionalization' process has come under increasing scrutiny (President's Commission on Mental health 1978, Rose 1979)) Although CMHCs have not provided a solution to the long-term care of the chronic psychiatric patient, they have provided previously nonexistent public outpatient services.
Research studies by Tischler et al. (1972 a, b) , Babigian (1977) and others have demonstrated the relative success of innovative CMHC programmes such as 'catchmenting' and 'outreach' (see Note 3) in increasing the utilization of psychiatric services by minorities and other special patient groups (e.g. drug and alcohol addiction). Elderly patients have responded poorly. They have numerous difficulties in utilizing available psychiatric services (Hammerman 1974 , Butler 1975 ).
Our regional research findings revealed similar results. Yet, we demonstrated that although lower-class and minority patients were admitted to the CMHC in fairly high numbers (comparable to their relative proportion within the community), these same groups were found stratified on to the CMHC's categorical treatment units as compared to its psychotherapy unit. Categorical treatment units primarily utilize semi-and non-professional staff and provide their patients with low-intervention treatmenti.e, brief counselling contacts, medication groups, etc. The centre's psychotherapy unit, in contrast, is staffed by psychiatric professionals and offers its patients at least weekly individual and group psychotherapy and psychotrophic drugs if necessary. Studies by Sue (1977) and Mayo (1974) have found differential treatment, and in the work by Sue, poorer treatment outcome for Blacks as compared to Whites at CMHCs. Although these studies have demonstrated differential treatment patterns for lower-class patients at specific regional mental health centres, it is uncertain whether this pattern exists on a wider scale.
Patients
The CMHC's open-door policy has attempted to eliminate financial barriers to patients gaining access to treatment. In general, patients cannot be excluded from CMHC treatment because of either their financial status or type of psychiatric problem (see Note 4). Yet recent research has demonstrated (for reasons poorly understood) that CMHC services are primarily dominated by young, single, mild to moderately disturbed patients (Tischler et al. 1975) . In our study region, the average CMHC patient age was 28; of all patients in treatment 70% were between the ages of 16 and 35. Not surprisingly, only 1.5% of all CMHC patients were 65 years of age or older. Our research also indicated that working-class families under-utilized the CMHC.
Many authors (Chu 1974 , Lorber & Satow 1975 , Becker & Schulberg 1976 have supported our own research findings that the professional staff at CMHCs favour the treatment of young, mildly disturbed patients. At our regional centre, these latter patients were primarily distributed to the psychotherapy unit for treatment.
Staffing
The CMHC movement introduced new staffing patterns. One major development has been the creation of the 'indigenous therapist'. These nonprofessionals are usually residents chosen from the local community who are provided with 'on the job' training. Initially they provided non-traditional mental health services. It was believed that 'indigenous therapists' would be better able to understand and serve the community from which they originated. A second major innovation was the formation of multidisciplinary treatment teams. Psychiatrists, no longer dominated psychiatric treatment. Psychologists social workers, and nurses found an increasingly important clinical and administrative role in these facilities. However, a gradual 'de-psychiatrization' of these facilities has been revealed. From 1970 to 1975, while the number of CMHCs grew from 205 to 434 (over 100 0 0 increase), the number of full-time psychiatrists only increased from 1394 to 1861 (33 0 0 increase). During the same period the number of full-time soical workers and psychologists increased by 150 0 0 and 250% respectively. As a consequence of this trend, psychiatrists now represent only 15 0 0 of all staff time (down from 25%), and have decreased from 3.1 full-time psychiatrists per centre to 2.4 full-time psychiatrists per centre.
Our research has also revealed staff stratification by type of treatment unit at a CMHC (Figure 2 ). Professional staff spent little time treating patients on the centre's categorical treatment units. These units primarily treated minority and lower-class patients.
Treatment
The CMHC movement originally expected to provide an entire range of services: preventive, social, rehabilitative, neurological and medical (i.e. as related to psychiatric disorders). Unfortunately, this overambitious goal has not been fully achieved. Although most CMHCs initially experimented with radical community projects, political demonstrations, community consultation, and many other public activities, these facilities have retreated to providing traditional outpatient care. As Musto (1975, P 71) has indicated, 'the CMHCs gradually moved toward the more traditional activities of individual and small group care and consultation upon request. Optimistic forecasts of what community psychiatry could do for social reform in the "total community" declined, as did the claims made for Great Society programmes as a whole. Justification for CMHC programmes shifted from social reorganization to the provision of customary services to alleviate individual deprivation and illness.'
'Indigenous therapists' were gradually converted into clinical providers. Our recent manpower study has demonstrated that nonprofessional mental health workers are heavily involved in providing individual and group psychotherapy. In fact, at most CMHCs, professionals, semi-and non-professionals are generally engaged in similar activities (except prescribing medication). Everyone is doing everyone else's job. This blurring of traditional role-related tasks is associated with increased interprofessional teamwork and skill sharing. Yet it has also heightened staff conflict, and caused confusion and the blunting of role-related skills.
Our regional study has also revealed that psychiatrists spend little time treating patients on the CMHCs categorical treatment units (Figure 2 ). For example, on the categorical unit responsible for the care of chronic patients, 44.8% of all patient staff contacts were provided by mental health workers. In contrast, 9% of these contacts were provided by psychiatrists. Although it cannot be claimed that psychiatrists provide better care for chronic patients than do mental health workers, it can definitely be claimed that those units lacking in psychiatrists will be less able to provide technological and neuromedical procedures and treatment. There is a danger of a growing technological gap developing at CMHCs, as the time spent by psychiatrists in clinical work diminishes. This situation is serious because of the increasing emphasis placed on the aetiology and medical treatment of psychiatric illness.
Discussion
It would be premature to make a judgment on the relative success or failure of the American CMHC system. Unqestionably, the CMHC movement attempted an over-ambitious political Figure 2 . Percentage of patient-staffcontacts at a regional community mental health centre, by type of treatment unit, 1975 programme through poorly defined and unproven methods. It has failed to recognize the social, political and professional forces that attempted to defeat its purposes. CMHCs were given the task of treating the poor and chronic patients who were previously excluded from psychiatric care. Unfortunately, in both the USA and the UK psychiatrists do not like to treat poor and other low-status patients (Bennett 1979 ) (see Note 5). This fact partially accounts for the 'depsychiatrization' occurring at the regional CMHCs and the stratification patterns observed at our regional CMHC. It is also possible that interprofessional conflicts are contributing to psychiatrists abandoning the CMHCs to work in more secure professional settings. It has been extremely difficult for psychiatrists to see their clinical activities (such as psychotherapy, medication management, psychiatric evaluations, etc.) being usurped by other professional and nonprofessional groups. This poses a dilemma, especially if nonmedical professionals are willing to treat the poor. Finally, the CMHCs' early commitment to community care and preventive psychiatry has fizzled out. Little enthusiasm is left within the CMHC movement for political solutions to mental health problems. Many public mental health measures have been abandoned because of their ineffectiveness. Obviously, most of the financial and social inequities experienced by patients seeking care at the regional CMHCs have not been amenable to psychiatric intervention, no matter how imaginative or aggressive the approach. The CMHC spirit has been dampened by its inability to relieve the poverty, poor housing, racial discrimination, and massive unemployment that many CMHC patients experience.
The future for the American CMHC movement is hopeful. American social policy planners are learning from its failings as they re-evaluate their priorities and recognize the limitations of the CMHC system. (For instance, the CMHCs are generating new strategies for the community care of the chronic patient.) Professor Jones' arguments supporting the CMHC system for the UK do not clearly reflect this re-evaluation. She has stirred up a hornets' nest by advocating many ideas that are now seen by many American social policy makers as highly controversial. This objection to her arguments, however, should not obscure the merit of her basic goals. It appears that the UK is in need of an outpatient psychiatric system that is readily accessible to all patients regardless of their diagnosis.
Dr Anthony Clare's recent comments (Clare 1980) ,criticizing Professor Jones, advocate the British primary health programme as the best approach to solving this latter problem. Yet it is uncertain whether or not psychiatrically untrained general practitioners can adequately deal with the mental health problems of Great Britain. The recent, report of the Royal Commission on the National Health Service (1979, p 64) has stated: 'In the detection and treatment of psychiatric illness the largest and most important role is played by general practitioners. A survey of general practices in London showed that 14 0 0 of the patients had "consulted at least once during the survey year for a condition diagnosed as largely or entirely psychiatric". Most patients with these conditions are treated by GPs themselves: fewer than five percent are referred to psychiatrists. Yet, most GPs consider themselves inadequately trained and equipped to deal with these problems. It is, therefore, of prime importance that the competence of the primary care team should be strengthened in this respect. It is an aspect of care with which the public already show some dissatisfaction by their complaints of GPs not having time to listen to them. It is impossible to do justice to psychiatric problems within the average consultation time of six minutes.' Brief counselling contacts with GPs who have a tendency to over-rely on medication may not be the best alternative to a CMHC system in Great Britain.
Professor Jones proposes an administrative model -the CMHC model -as the most promising one for the improvement of psychiatric services in the UK. In any planning based on this model the actual successes and failures of the American CMHC system will have to be taken into consideration, and it will be necessary to develop (I) criteria for determining the type of case that would be suitable for treatment in a British CMHC system; (2) effective community and public health measures; (3) techiques for motivating psychiatrists to work with the poor and other low-status patients; (4) methods for minimizing interprofessional staff conflict. I would, however, agree with Professor Jones that British psychiatry can learn from the American CMHC movement, even if it does not embrace it, as it attempts to deal with similar problems.
